
the lack of any symptoms pointing to an infective process
such as fever, Avith enlarged spleen. Microscopic exam¬

ination of tissues revealed no change. In the skin, how¬
ever, corresponding to the marked clinical symptoms,
we should expect marked pathologic peculiarities. No
change, however, has been found at all commensurate
with the macroscopic appearance. Northrup reported a

typical case in which the microscope revealed nothing
especially abnormal. Parrot found hardening and
atrophy of the skin and rete malpighii, the cells appear¬
ing indistinct and forming a fused mass. The subcu¬
taneous fat appeared atrophied and the interstitial fib¬
rous connective tissues increased. The blood vessels were
shrunken. In the present case the corium seemed thick¬
ened, the cells and fibers composing it having a homo¬
geneous granular, hazy appearance, suggestive of cloudy
swelling. The subcutaneous fat appeared normal, the
interstitial fibrous tissue being little if at all increased.

Ballantyne found a "dried-out skin," some thickening
of the layers with some diminution of the subcutaneous
fat. The pathology and the etiology are very obscure.
What relation these slight skin changes bear to the pro¬
found prostration of the disease is difficult to explain.
Henoch examined the nervous system from two cases
and found nothing abnormal.

From the date of its first description many and in¬
genious theories have been advanced to explain its oc¬
currence. Underwood believed it was due to a spasm of
the skin in consequence of breathing bad air. Leger
thought it was due to an improper and incomplete de¬
velopment of the intestinal canal. Parrot taught that
.sclerema was not a disease, but only a symptom, an end-
stage of a general condition of malnutrition, which he
termed "arthrepsie," and that the thickening and drying
up of the skin was due to the loss of fluids in consequence
of diarrhea and to the absence of any reparative effort on
the part of the other cells of the body. Langer, in 1881,
advanced the theory that in consequence of the lowering
of the body temperature, the palmitin and stearin,
which form the principal part of the adipose tissue of
infants, solidify, thus causing the thickening and hard¬
ness. This may be considered but a modification of the
theory of Parrot that the reduction of temperature is
consequent to the general condition of mal-nutrition
and mal-assimilation, and following this heat loss solidi¬
fication of the subcutaneous fat occurs. In other words,
the skin changes depend purely on a chemical and phys¬
ical change in the cutaneous fat, regardless of any vital
activity on the part of the body cells. Were this true we
might reasonably expect a like change to occur post¬
mortem in the case of infants. Ballantyne asserts that
the skin changes are the result of the "drying out" of the
skin incident to the diarrhea, and this view seems to be
favored by Wiederhofer and Soltmann. This case, how¬
ever, as well as that of Northrup and others, seems to
prove that a preceding diarrhea is not essential to the
development of the disease, nor a necessary symptom of
its progress. Schmitt, in 1893, reported three cases in
which he isolated micro-organism, mainly staphylococci,
from the tissues, and he maintained that sclerema is due
to a general infection with a definite micro-organism,
but this observation has not as yet been corroborated by
other observers. Pathologic evidence, on the other hand,
shoAvs nò change at all comparable to the changes ob¬
served in general infection with any known organism.
It may be, however, that the immature tissues of the new¬

born react to bacteria and their toxins differently than
the mature tissue of adults with which we are more ac-

quainted. It seems to the writer more plausible to regard
the condition as the result of an autointoxication from
improper functional activity of the gastrointestinal
tract, the changes in the skin being secondary to the
retention of the poison, and its direct action on the skin,
incident to an attempt at elimination.

HYPERTROPHY OF THE SYNOVIAL FRINGES
OF THE KNEE JOINT,

WITH A REPORT OF TWELVE CASES.
EDVILLE G. ABBOTT, M.D.

ORTHOPEDIC SURGEON TO THE MAINE GENERAL HOSPITAL.
PORTLAND, ME.

This disease has been described from time to time by
various writers in medical journals, but as yet there has
been only slight mention of the subject in works on

surgery. The different authors have included this condi¬
tion in their description of floating cartilage, internal de¬
rangement of the knee-joint and chronic synovitis, but
have given little consideration to it independently. In
designating the disease the profession have used various
terms, such as rheumatic joint, torn cartilage, strained
ligaments and synovitis ; and undoubtedly some cases of
it have been diagnosed as tuberculosis of the joint, which
it sometimes resembles in its first stages and for which
it might easily be mistaken.

From the eases which have come under my observation
during the past year and a half I have selected twelve,
typical in character, the treatment of which has extended
over a sufficient length of time to allow definite conclu¬
sions to be drawn regarding them. Eight of these cases
I operated on; the remaining four were treated by me¬
chanical means. The unsatisfactory nature of the in¬
formation contained in the text-books has led me to en¬
deavor to formulate my own experience and its results.

ETIOLOGY.
The etiology is obscure. In a few of the cases trau¬

matism plays an important part, while in others it has
been impossible to associate injury with the beginningof the disease. In order to explain this condition in
those cases where it is not traceable to injury, the com¬

plicated movements of the normal knee and the intricate
distribution of the synovial membrane should be con¬
sidered.

The knee-joint, like all diarthrodial joints, is lined
with a synovial membrane, except where the articular
cartilages are in contact. Here no membrane is found,
except at the edge of the cartilage, which the membrane
overlaps for two or three millimeters before merging into
the cartilaginous structure. The inner surface presents
a smooth shining appearance, interrupted (especially
Avhere the membrane folds to pass from one surface to
another) by the synovial fringes, which are villous struc¬
tures of varying size and length, somewhat resemblingintestinal villi, the largest being perhaps one centimeter
long. They are richly supplied with blood vessels, each
villus containing a convoluted twig of an artery. Some
of the fringes are, however, merely hernia-like pro¬
trusions into the joint of small masses of fat covered by
membrane, which fill up unoccupied spaces.

The articulation between each condyle and the op¬
posed almost flat surface of the tibia does not exactly
form a hinge-joint, though strongly resembling one ; and
extension and flexion, the movements of which it is cap¬
able, are produced by a combination of gliding, rolling
and rotation. In the movement of extension the con-

dylès move parallel to one another, both gliding and roll-
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ing, until extension is nearly completed; and then the
anterior part of the rolling surface of the external con-

dyle having already come into full contact with the tibia,
the femur is rotated inward on the tibia and the joint
is fully extended. In the erect attitude the knee-joint,
like the hip, is in a great measure maintained in the
fully extended position without muscular effort; but
there is some difference of opinion as to the manner in
which this is effected.

Langer and Humphrey hold that the line of gravity of
the body falls in front of the axis of movement of the
knee-joint, and the tendency is thus to over-extension,
which is resisted by all the ligaments of the articulation.
If this view be correct, any strain produced, for instance,
by overweight, long standing in one attitude or injury,
would cause the knee to overextend, stretching the
ligaments and allowing the joint, when moved, to deviate
from its normal position. With this condition it is al¬
most impossible for the fringes to escape being pinched,
so complicated are the movements.

On the other hand, Meyer maintains that the line of
gravity falls slightly behind the axis of movement, and
that the stability of the joint depends mainly on the as¬
sociation of rotation with the beginning of flexion; for
while the femur is prevented from rotating outAvard by
the ileo-femoral ligament, which in its turn is kept
tense by the weight of the body acting on the hip-joint,
the tibia is fixed by its connection with the foot. Rota¬
tion between the femur and the tibia being thus im¬
possible, flexion can not take place, and the joint is
fixed.

If we accept the explanation of Meyer, which has the
support of the majority, a weakened condition of the arch
of the foot would have the same tendency to stretch
the ligaments of the knee by preventing fixation of the
tibia.

It seems to me that the latter condition would explain
many cases, as a weak pronated foot is very closely asso¬
ciated with this disease; and while I have not found it
in all cases, it has been present in many, and the use
of a plate to support the arch has been of great service in
remedying the trouble in the knee-joint. In those cases
attributed to trauma it may result from a sudden wrench
with the joint in an unfavorable position ; or pressure of
the joint against some hard surface daily may cause a

thickening of the tissues just posterior to the patella
tendon. This thickening pushes back the fringes into
the joint between the surfaces of bone where they be¬
come pinched, and the joint motion causes a continuation
of the pathological process.

PATHOLOGY.

Pathologically the disease consists in a nodular en¬
largement of the synovial fringes which project into the
joint, with more or less thickening of the membrane.
In the commencement of the disease only a slight in¬
crease of vascularity and a tendency to thickening of the
fringes is noticeable. The membrane is slightly red
around the base of the villi and the fluid which is oc¬

casionally present is insignificant in amount and ordi¬
narily yellowish in color. This condition is folloAved
by an increased hypertrophy of the synovial fringes,
which varies from a slight and almost imperceptible
hyperplasia to a condition where the fringes resemble a
small bunch of half-grown grapes.

The synovial membrane begins to encroach on the
cartilages. Normally it runs into the cartilaginous bor¬
der for two or three millimeters, but now the hyper-
trophied membrane sends out processes which creep in

still farther. The fluid increases in amount in a few
cases, but in the majority it is absent. Microscopicallythe fringes show marked dilatation and branching of the
vessels, and a large increase in the amount of connective
tissue which is rich in cells. It is impossible to obtain
growths in culture tubes, and no trace of bacteria can be
found with the microscope.

SYMPTOMS.
The first symptom noticed by the patient is generally

some difficulty in walking. Often on extending the leghe feels a slight pain, or he may be seized with sudden
pain and fall on his knees. In some cases where the
fringe is pinched the injury to the membrane is so ex¬
tensive that an acute attack of synovitis occurs, and the
patient is obliged to remain quiet some weeks. With rest
the joint soon resumes its former condition with, how¬
ever, a slight increase in the size of the fringes. In other
cases the process is more gradual without any acute
symptoms.

This condition continually grows worse, until there is
partial or complete loss of function of the joint, and
the patient is sometimes obliged to resort to crutches.
In some cases inability to extend the leg appears, and
the quadriceps extensor muscle atrophies. The patient
complains of a sense of insecurity of the joint, and rarely
a dull pain is present on motion.

Examination shows a slight bulging of the thickened
membrane on either side of the patella tendon, generally
more marked on the inner side. A little higher up the
small portions of the membrane can easily be felt under
the finger. The joint shows no redness or heat, except
in acute attacks, and on motion there is absence of grat¬
ing. Measurements seldom show much enlargement, and
movement can be carried beyond the usual limit. The
ligaments are lax, and some lateral motion is present.

TREATMENT.
The treatment of these cases is mechanical and oper¬

ative. And early diagnosis is very important, as it is
at this time that much can be accomplished by con¬
servative methods. As the disease is probably due to a
small portion of the fringe being caught between the
surfaces of bone, resulting undoubtedly in most cases
from a strain of the ligaments, which allow of too free
motion of the joint, attention should first be given to as¬
certaining the cause.

Mechanical Treatment.—The mechanical treatment,
therefore, consists first in correcting any condition that
may exist which tends to strain the muscles and liga¬ments of the joint. In my hands the use of hot air ap¬
plied at least every other day has seemed to be very
beneficial. Strapping with adhesive plaster has also been
of assistance, not only because of the pressure Avhich it
exerts on the membrane, but also because it limits the
joint motion.

In those cases where flatfoot is present a plate will aid
much in bringing the joint surfaces into a normal posi¬tion, and by fixing the foot the knee is made more stable.
A brace which limits movement will be found useful in
cases where the ligaments are lax, as it lessens lateral
motion and prevents the leg from hyper-extending.
Keeping the joint at rest for a long period by encasingthe limb in some fixed dressing, such as plaster of paris,has proved worthless in my experience, as it is impossibleto exert any appreciable influence on the hypertrophied
fringes by simply fixing the joint.

Operative Treatment.—Many of these cases have pro¬gressed to such an extent that conservative treatment
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is of no avail, while in others the time required for
the application of such measures must be considered, and
we are obliged to adopt a more radical method.

If, when examined, the fringes have increased suf¬
ficiently to be easily detected by palpation, it is useless
to subject the patient to the waste of time and expense
by advising mechanical treatment. The operation pre¬
sents very little difficulty and is carried out in the fol-
loAving manner :

The usual U-shaped incision through the skin is made,
commencing at either the inner or the outer condyle,
passing downward and inward to the median line, cross¬

ing the patella tendon about one inch below the patella,
and finally passing upward on the front of the knee to a

point opposite where the knife was first inserted. The
flap is dissected back, exposing the ligaments of the
joint. A lateral incision on either side of the patella is
then made through the capsule and the membrane is re¬

vealed to view.
It will be found unnecessary to divide the patella ten¬

don, as all the diseased part can be reached without so

doing, and it lessens the severity of the operation.
After removing the fringes the incision is closed with or

without irrigating the joint, care being used to approx¬
imate the two synovial surfaces, as thus there is less
liability of infection. The skin sutures are taken and
the wound dressed, after which the limb is placed in
plaster with the leg fully extended.

There is considerable rise in temperature in all cases

during the first few days. The limb is left in plaster for
two weeks, after which motion is commenced.

NARRATION OF CASES.
To illustrate the history and treatment of this disease

I report the folloAving cases, which have come under my
care during the last year and a half :

Case 1.—L. W., a woman 42 years of age, first seen by me
Nov. 11, 1900. Some two years before, the patient injured her
left knee in stepping from a carriage to the sideAvalk. The
following day the joint was SAVollen, and motion became pain¬
ful. This condition rapidly improved, and in two weeks', time
there seemed to be no trace of the injury left. About three
months later she experienced some difficulty in climbing stairs.
This condition gradually greAV worse, Avith an occasional acute
attack of synovitis, whenever the knee Avas subjected to any
unusual amount of Avork. Inability to extend the leg Avas first
noticed in August, 1900; soon she Avas obliged to place the foot
very carefully in order to prevent falling; and finally crutches
were required. The first examination revealed a slight swelling
of the joint, and small masses could be detected on either side
of the patella, Avhich slipped from under the finger. There Avas

complete absence of fluid, and no grating on motion. The
quadriceps extensor muscle was almost completely paralyzed
with marked atrophy of the thigh. Motion Avas painless and
unrestricted. Surface temperature and color normal. Family
history good.

A diagnosis of hypertrophy of the synovial fringes of the
joint Avas made, but I Avas at a loss to account for the paralysis,
as there Avas complete absence of spinal symptoms. Removal
of the fringes Avas advised, but the patient was unwilling to
undergo an operation, so hot air treatment accompanied by
strapping with adhesive plaster was commenced. This was
continued for four months, Avith a steady improvement. Later,
massage was used, and the patient Avas discharged April 5.
The masses had almost entirely disappeared, and extension of
the leg Avas normal.

Up to the present time there has been no return of the
symptoms, and the patient Avalks without difficulty.

Case 2.—C. F., 38 years of age, a housekeeper by occupa¬
tion, came to my office in December, 1900, giving the following
history :

About eighteen months before, while she Avas Avalking on the
street, her leg suddenly gave way under her and she fell on
her knees. The following day a little tenderness in the region of
the patella Avas noticed. The matter passed entirely from her
mind, until she had a similar experience about six weeks later.
The frequency of these attacks increased, until on account of
the difficulty of Avalking, she Avas unable to take proper exer¬
cise. Only once was an attack folIoAved by SAvelling of the
joint, and this lasted but a feAv days.

On examination I found marked hypertrophy of the fringes,
Avhich could easily be felt around the patella. The ligaments
Avere stretched and some SAvelling Avas present, although there
Avas absence of fluid. I advised an operation for the removal of
the fringes, Avhich Avas performed the folloAving Aveek. The
limb was placed in plaster for ten days, Avhen passive motion
Avas commenced. The patient made a good recovery, Avith
normal motion of the joint. There has been no return of the
symptoms, and the gait is natural.

Case 3 —C. W., man, aged 32. This patient was referred
to me by his family physician for examination, Dec. 16, 1900.
For the previous six years he had been lame in the right knee
joint. At the beginning of the disease he had received the
various rheumatic remedies Avithout result. Later the leg had
been placed for some time in a plaster cast, and Avas some¬
what improved after its removal. For the previous tAvo years
the patient had experienced more or less difficulty in walking,
and the night before he came to me he Avas suddenly throAvn
to the ground by his leg giving way under him.

I found on examination a slight thickening of the synovial
fringes and much laxity of the ligaments. There Avas absence
of pain, heat, or redness, and the family history was good.
An operation did not seem justifiable, so I,advised the use
of hot air and adhesive strapping Avith a brace, which would
not allow any lateral motion.

Patient was under treatment about three months. The
fringes almost entirely disappeared, and he has experienced
no difficulty since.

Case 4.—A. M., a Avoman of 26. I saAV the patient for the
first time Jan. 2, 1901, at her home during an acute attack
of synovitis of the right knee. She gave a history of repeated
attacks occurring in the previous three years, which Avould
subside in a feAv weeks, leaving the knee in a Aveakened condi¬
tion. There had been a steady enlargement of the joint.
Family history good. Examination showed much swelling, with
some fluid in the joint cavity. Motion Avas painful, and the
patient's temperature Avas 100.4. It was impossible to make
a diagnosis, so I placed the limb in plaster, putting the patient
in bed.

Tavo Aveeks later I removed the plaster, finding the joint
much reduced in size, and could easily feel the enlarged fringes.
I was still someAvhat in doubt, so again put it in plaster for
ten days. At the end of this time the fluid had entirely dis¬
appeared, and I found only a thickening of the membrane. I
advised an operation, which Avas performed one Aveek later.
The fringes were found to be much thickened, and a large
amount of tissue Avas removed. The joint Avas irrigated and
closed.

Movement was commenced in tAvo Aveeks, and the patient
recovered in two months, with normal motion. During the
after treatment I found the arch of the foot considerably
flattened and Avith the use of a plate the joint improved much
more rapidly.

Case 5.—L. O, man, aged 35. Patient Avas first seen by me

Jan. 23, 1901. For the past three years he had had trouble
Avith the left knee. A feeling of insecurity Avas always present,
and at different periods motion had been painful Had fallen
several times, but no swelling was noticed afterwards. Family
history good. Examination shOAved slight enlargement of the
left knee, and small masses could easily be felt in the joint.
The longitudinal arch of the left foot Avas flattened and painful
under pressure.

It Avas impossible for the patient to wait for conservative
treatment, so an operation was advised and performed the
following day. A large amount of tissue was removed and thr
knee irrigated.
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Recovery Avas uninterrupted, and the patient returned to his
home February 19, motion being nearly normal. A plate was
made for the left foot and apparently was a great help in the
after-treatment. A subsequent examination shows no tendency
in the disease to return, and the gait is normal.

Case 6.—W.  ., man, aged 29, engineer by occupation. The
patient had been Avell until tAvo and a half years before. While
stepping from a cab one night he was seized with a sudden
pain in the right knee. The following morning the joint was

swollen and painful, but Avith rest these symptoms subsided
in a few days. Some months after this he noticed when
walking that the leg suddenly flexed and, in placing the foot, he
Avas obliged to use care to avoid falling.

He was seen by me for the first time March 26, 1901, and
examination shoAved a very lax joint, with small masses around
the patella. The right foot was flat, Avith marked tenderness
under the heel. There was so little thickening around the
knee joint that an operation Avas not advised Hot air treat¬
ment, combined with adhesive strapping, was begun, an arch
Avas placed under the foot, and an immediate improvement
was noticed. At the end of three months it was impossible
to detect any thickening around the knee, and the joint was

apparently in a normal condition.
Case 7.—E. B., woman, aged 34. First seen by me April 17,

and gave the following history:
For the previous year she had experienced some discomfort

in the right knee on getting up from the floor. This condition
gradually greAv worse, until there Avas considerable difficulty
in Avalking and climbing stairs. Extension of the leg caused
a darting pain at times, and there was a sense of insecurity
about the joint.

Some tAvo weeks previous to this the patient, after a long
driA'e, found the knee so painful and SAvollen that she was

unable to use it, and was obliged to have assistance to alight
from her carriage. The family physician was called, and found
some swelling and redness. Hot packs were used, followed by
strapping, and she was not alloAved to walk. Examination
showed a small amount of fluid and marked hypertrophy of
the synovial fringes. The arches of both feet were flattened
Avith some tenderness.

As the patient Avas going out of town for the summer, con¬

tinued strapping Avith adhesive plaster and plates for the
broken arches was advised. She returned in the fall, and in
consultation Avith the family physician I advised an operation.
This suggestion, however, was not adopted, and the hot-air
treatment and strapping commenced. Treatment was con¬

tinued for some ten months with improvement, and at the
present time the joint is in a very good condition and gives no

trouble Avhatever.
Case 8—R. W., Avoman, 37 years of age; first seen by me

June 5, 1901. For the previous four years her left knee had
been SAvollen and painful at times. Had often fallen when
stepping from her carriage, and during the past year had not
been able to raise the foot from the floor Avhen sitting; had
been obliged, when Avalking, to sAving the Avhole limb to prevent
the leg from flexing. Examination shoAved slight effusion with
marked hypertrophy of the synoA'ial fringes. The patient was
unable to extend the leg by muscular effort, and there was
much atrophy of the thigh. The arch of the foot in this case
Avas also flattened.

Operation Avas advised, as any other form of treatment
seemed hopeless. A large quantity of tissue was removed from
the joint, after Avhich it Avas irrigated and placed in plaster.
In tAvo Aveeks' time motion Avas commenced. The patient made
a good recovery, and in three months' time was able to extend
the leg at will. There has been no return of symptoms, and
the patient walks as well as formerly.

Case 9.—E. J., woman, 23 years of age. First seen by me

Aug. 13, 1901. About two years before patient noticed some

difficulty in left knee when playing tennis. Sudden movements
Avere painful, and at times fixation of the joint was impossible.
This condition grew gradually worse, and the patient repeatedly
fell Avhen Avalking. A knee-cap was Avorn for a while, but gave
only temporary, relief. Examination shoAved very lax liga-

ments, and motion in all directions was more than normal.
The joint Avas somewhat enlarged, and small masses could be
felt all over the anterior surface of the knee.

An operation Avas advised, but was delayed until the follow¬
ing November. Extensive disease of the fringes was found
and a considerable quantity removed. 1'he leg was placed in
plaster for two weeks, after Avhich motion was commenced.

The case did well until the fourth Aveek, Avhen sciatica of a
violent type complicated matters, and I Avas obliged to place
the leg at rest for some time. Firm adhesions formed, Avhich
were subsequently broken. This Avas followed by a renewal
of the sciatica, and I Avas again obliged to put the leg at
rest. Since that time the leg has been worked gently, and
motion to a right angle obtained. The joint continues to
improve, and undoubtedly full flexion will eventually be at¬
tained.

Case 10.—M. F., man, aged 26. First seen by me Oct. 16,
1901, at the Maine General Hospital in consultation Avith
Dr. Brock. In December, 1900, patient fell from a horse, in¬
juring his knee. This was followed by SAvelling and pain,
which lasted some weeks. After recovery from the fall he was
able to walk, but the joint remained weak, and was very
unstable. Some months later this condition became aggravated
and the leg would flex on the thigh Avhen the patient was

walking, causing him to fall. He Avas finally obliged to use
crutches.

Examination showed a small effusion into the joint, and
small bodies could be felt there. The synovial membrane was
thickened around the patella, and the ligaments were very lax,
allowing much lateral motion. An operation Avas advised, and
was performed the following day. All the fringes were removed
and the limb placed in a fixed dressing.

Motion was not commenced until November 16, when ether
Avas given and the adhesions broken. The patient made a

good recovery, and was discharged November 26. At the
present time he has good use of the joint and is apparently
well.

Case 11.—H. W., a woman, 26 years of age; seen for the
first time Nov. 24, 1901. About four years previous to this
time the patient noticed slight soreness around the left knee
after walking. The difficulty was so slight that it received
no particular attention until the folloAving year, when she
consulted a physician, who advised anti-rheumatics and a knee¬
cap, from which she seemed to get some relief.

About two years ago she had a fall, striking on the knee.
This was folloAved by an acute attack of synovitis, from which
she soon recovered. Since then the patient has had repeated
attacks of acute inflammation. Examination shoAved some

thickening around the patella, with very little fluid in the
joint. The ligaments were very lax, allowing considerable
lateral motion.

As pain had been quite a prominent symptom, an œ-ray
picture was made, which showed the bones to be in a normal
condition. The family history was negative. An operation
was advised. The fringes were found to be much enlarged,
and a considerable amount of membrane was removed. The
joint was irrigated, and a small elliptical piece of the ligament
was removed on each side of the patella.

The patient made a good recovery. Motion Avas begun at
the end of the second week, and complete flexion was attained
at the end of tAvo months. At the present time there is no

difficulty in walking, and she can use the knee Avith as much
ease as the other.

Case 12.—J. M., man, 33 years of age. First seen by me
Dec. 12, 1901. Family history good. About two years previous
to this time he noticed a tender spot under the right heel,
which caused considerable pain to him when walking. A
short time after this the right knee suddenly gave way under
him while walking, and he was confined to his bed for two
Aveeks with acute synovitis. There Avas a repetition of attacks
until his condition became so serious that he was obliged to use
crutches.

Examination showed marked thickening around the joint,
with numerous masses which slipped from under the finger.
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There Avas inability to extend the leg, and much atrophy of
the thigh The arch of the right foot was flattened and
painful.

An operation Avas advised and was performed the folloAving
week. The fringes Avere found much enlarged, and a consider¬
able amount was removed. There was a good deal of swelling
following the operation, but this rapidly subsided. Recovery
was good, the patient is now able to walk without aid, and
motion is normal.

CONCLUSIONS.
From my observations it seems to me that such cases

should be considered independently, and not included
among the other diseases of the knee-joint. A thorough
microscopic examination of the tissue which was removed
shows it to be a simple inflammatory tissue, and not due
to any micro-organism. While the etiology is obscure,
it evidently is due to some fault in the weight-bearing
structures of the lower extremity, which causes the liga¬
ments of the joint to become lax.

In all the cases which I have examined since the
matter was brought to my notice a flattened arch has pre¬
ceded the knee-joint trouble, and the use of a plate has
been of great service in treating the disease. The mat¬
ter of diagnosis is not difficult, although a torn cartilage
somewhat resembles this condition. Examination of the
cartilages was made in all the cases where operations
were performed, and in all they were found intact.

It has been impossible to account for the paralysis
of the quadriceps extensor muscle, which I found in
three instances; but in several of the cases operated on,
where it did not exist before the operation, I have found
a similar condition afterwards, Avhich was the last symp¬
tom to disappear. This shows that sometimes this con¬
dition does occur when there is very little to cause it.
The question whether a case should be treated by me¬
chanical methods, or whether it should be operated on,
is a matter which must be left to the judgment of the
surgeon ; as some cases which seem doubtful yield easily,
while others which are apparently slight will not im¬
prove until the fringes are removed.

THE USE OF A MYDRIATIC AFTER THE AGE
OF FORTY-FIVE.

HORACE M. STARKEY, M.D.
CHICAGO.

(Concluded from p. 1018.)
THE THEORY AND PRACTICE OF PROMINENT

OPHTHALMOLOGISTS.
In the letters sent out the following questions were

asked :
1. What is your practice in regard to the use of myd-

riatics or cycloplegics in refraction work in patients
beyond 45 years?

2. If they are used frequently, what advantages and
what disadvantages or dangers, if any, do you find in
such use?

3. If they are used infrequently or not at all is their
omission due to disbelief in their utility or to fear of
bad effect?

4. Is the belief in these advantages and disadvantages
theoretical or the result of your own experience?

5. Can you cite cases in your own practice in which
glaucoma has seemed to be caused or aggravated by the
use of these drugs?

Ninety of the 100 to whom letters were sent replied.
These replies are classified as well as may be according
to the answers to the first question. Three classes are

made :. First, those who do not use them at all ; second,
those who use them rarely, and third, those who use
them frequently. From the answers received a strict
classification under these heads is impossible, for it is
doubtful if a feAv of those put down as never using them
do not on rare occasions employ them, and some of those
noted as rarely using them may actually use them
offener than some of those who are noted as frequent
users.

Classified in this way it is found that of the 90 reply¬
ing 22 never use cycloplegics or mydriatics for refrac¬
tion work after the age of 45, 32 use them rarely and
36 use them frequently. Of the first, 2 have used them
repeatedly for experiment and have discontinued such
use because they find they secure equally good results
without them. Of the latter, 17 use them in a majority
of cases at first examination. Where it is possible the
ideas expressed by the answers are incorporated in the
table of replies, but in some cases longer extracts are

given below.
There is a very commonly expressed fear of glaucoma

resulting from the use of these agents, but 25 state that
they have no fear of producing increased tension in any
case where there is not already the commencement of the
glaucomatous process. Thirty-four have seen glaucoma
caused or aggravated in their own practice and 11 havt
seen such cases in the practice of others, while 41 have
seen no such cases. Thirty-six cases of glaucoma either
produced or aggravated are mentioned. Some of these
are reported most thoroughly and carefully. (The au¬
thor regrets that the length of this paper will not per¬
mit them to be incorporated in full just as reported.)

QUOTATIONS FROM REPLIES RECEIVED.

9. W. R. Fringer: I should use a cycloplegic in a patient
over 45 if I thought it indicated in that particular case, pro¬
viding there was no indication that the patient was predis¬
posed to glaucoma.

11. H. Gradle: I know of no justification for the use of a

cycloplegic for the determination of refraction after the
fortieth year of life, and consider it improper. Whenever I
use a mydriatic to permit ophthalmoscopic examination of
elderly people on account of narroAv pupil I usually follow it
by eserin until the pupil is normal, except when the eye is
distinctly a soft one.

12. E. E. Holt: It seems to me that oculists should advo¬
cate the use of mydriatics for the treatment of the eyes, to give
rest, quiet spasms and reduce inflammation, not for refraction
work, for the state of refraction can be obtained without
mydriatics.

By mistake of a nurse I once had a solution of scopolamin
( 1/5 per cent. ) put into the eyes of a person suffering from
a subacute attack of glaucoma, but it seemed to do no harm,
and the patient made a good recovery. In cases of a mixed
character, when iritis and glaucoma exist together, I have
sometimes thought that mydriatics made the eye Avorse, but I
do not recall a case of glaucoma as due to the use of mydriatics
alone.

16. J. M. Ray: I have time and again used the drops and
have found that I can measure the refraction and give my
patients satisfaction without putting them to the inconven¬
ience and annoyance that drops entail. In fact, I find that
the more experience I have in refraction work the less in
clined I am to use a mydriatic ; rarely do I find it necessary in
a patient over 40. Careful testing, ophthalmometrie measure¬

ments, shadow test and ophthalmoscope, followed by a second
examination with trial lenses, have proven in my experience
all that is necessary except in young people.

21. Casey Wood: I do not use cycloplegics for determining
the refraction in persons over 45 years of age, because I have
repeatedly found exactly the same results Avith the methods I
employ (ophthalmometer, skiaseopy with euphthalmin and
cocain and test lenses) as with the strongest cycloplegics.
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